Despite the increasing recognition of spinal and particularly sacro-iliac involvement in Reiter's disease, there is little information on the effect of such involvement on the course and prognosis of the disease and much divergence of opinion as to its relationship to "classical" ankylosing spondylitis.
Material 166 patients with Reiter's disease attended St. Mary's Hospital between January, 1947, and December, 1956 . All but 21 cases were personally seen. Much of the clinical material has previously been reported as part of a larger series describing the course of the illness (Csonka, 1958; Reynolds and Csonka, 1958) , but since then an attempt has been made to trace all patients again and examine or re-examine them for radiological evidence of sacro-iliitis. 32 patients, who defaulted within 2 years of onset, could not be traced and areexcluded from this study. Of the remaining 134, radiological changes in the sacroiliac joints such as are found in ankylosing spondylitis were seen in 27, and one of them also had spinal changes. In some of the patients the symptoms had started while they were attending elsewhere, often years before the period of the present study: in these cases verification of the diagnosis was sought from the hospital or doctor concerned. The progress and clinical features of the group of patients with and without sacro-iliitis were compared with each other and with the medical records of fifty consecutive cases attending St. Mary's Hospital with "classical" ankylosing spondylitis during the period of this study. Follow-up details are shown in Table I .
It seems likely that a high proportion of early defaulters had mild and brief attacks. A number of such patients who defaulted early in the period of review were seen again by chance some years later because of fresh venereal infection, and it was then found that they had remained well after the early mild attacks and had seen no necessity to attend follow-up clinics. Table II shows some of the clinical features of the three groups. When ankylosing spondylitis is compared with Reiter's disease with sacro-iliitis, there are notable differences in age and sex incidence, type of onset, proportion of peripheral joint and spinal involvement, and incidence of iritis. These differences reach at least the 5 Table III shows the frequency of some rheumatic complaints in the families of the patients and to this is added a recent series of 100 cases with uncomplicated non-specific urethritis. Ankylosing spondylitis occurred only in the families of the spondylitis group and the incidence of 8 per cent. is in accordance with general experience (Stecher, Soloman, and Wolpaw, 1952; Wilkinson and Bywaters, 1958) . The only instance of familial Reiter's disease occurred in a brother of a patient with Reiter's disease without sacro-iliitis; a common sexual source was denied. The frequency with which rheumatoid arthritis appeared in the families of patients with Reiter's disease should stimulate further studies. The clinical impression that Reiter's disease was generally more severe in patients with sacro-iliitis than in those without this lesion was put to the test by noting in the two groups the distribution of the full syndrome as against arthritis and genital infection only, the severity of the initial attack, the functional state, and the average period of disability (Table IV and Lesions in the sacro-iliac joints and spine were not an important or persistent cause of symptoms. This is in contrast with the findings in cases of ankylosing spondylitis, where the major disability is located in the affected spine. It is generally accepted that, in Reiter's disease with sacro-iliitis, marked spinal involvement can occur (Marche, 1950 (Marche, , 1954 Ford, 1953; Sharp, 1957) 
